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Centennial CommitteeHiram Thomas Langston (Figure 1), the 50th president of
The American Association for Thoracic Surgery (AATS),
was born to Alva B. Langston and Louise Diuguid Langston
in Rio de Janeiro, Brazil, on January 12, 1912.1 His parents,
of US origin, were educational missionaries in South Amer-
ica. Dr Langston was educated in Brazil through his sopho-
more year (1928) at Collegio Batista in Rio de Janeiro, after
which he completed his undergraduate and medical degrees
at the University of Louisville in 1934. After internship and
residency in pathology at Garfield Memorial Hospital,
Washington, DC, Dr Langston moved to Ann Arbor, Mich-
igan, where he completed residency in thoracic surgery un-
der the direction of Dr John Alexander, 17th AATS
president, and Dr Cameron Haight, 36th AATS president.
It was there that he became ingrained in his approach to
the surgical treatment of tuberculosis and his requirement
that a complete and precise anatomic evaluation of every
patient was required before a surgical procedure could be
carried out.
He held a position in Ann Arbor as instructor in thoracic
surgery and earned a master of science degree in surgery
from 1937 to 1941. In 1941, Langston married Helen M.
Orth, and they subsequently had 3 children. He then moved
to Chicago and practiced at Northwestern University until
1942, when he entered the army during World War II and
spent 4 years in the service (1942–1946). During the war,
he served as chief thoracic surgeon for the 12th General
Hospital in North Africa and Italy. Langston was ultimately
promoted to major and was awarded the Bronze Star and the
Ordem do Merito Aeronautico (a Brazilian Air Force
award). He later described his military service, his experi-
ences regarding chest wounds, and the way they were man-
aged under severe conditions, in an article for the Alpha
Omega Alpha Honor Society, ‘‘The 12th General
Hospital.’’2
He returned to Northwestern in 1946 as assistant profes-
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4 The Journal of Thoracic and Cardiovascular Surgerprofessor in 1948, where he practiced with Dr William Tut-
tle. He later returned to Chicago in 1952 as associate profes-
sor at the University of Illinois, as well as the chief surgeon
at the Chicago State Tuberculosis Sanitarium, and eventu-
ally chief of thoracic surgery at the Hines Veterans Hospital.
Dr Langston became a leading expert in the surgical man-
agement of tuberculosis.3,4 He insisted on preoperative
bronchoscopy to exclude endobronchial tuberulosis
(a contraindication to resection), as well as a precise and
clear bronchogram to define the exact anatomy of the
disease and to outline normal lung tissue. Dr Langston
was steadfast in his regimen of only carrying out
resection when he knew that he could have a favorable
outcome and control the disease. Under Dr Langston’s
mentorship, surgical residents were trained in the art of
rigid bronchoscopy and bronchography, carried out under
5% cocaine topical anesthesia. This experience was
invaluable to their learning how to handle a complicated
airway and also that the topical anesthetic had to be
carefully administered.
In contrast to others who favored collapse therapy with
thoracoplasty or paraffin packs, Dr Langston was a strong
advocate of resection for cavitary tuberculosis. However,
he was an innovator of the ‘‘tailoring thoracoplasty’’—
resection of ribs 1 and 2 and one half of 3 approximately
3 weeks before a difficult planned pulmonary resection.5,6
Tailoring thoracoplasty was used for the patient who
would have a small amount of residual lung tissue
remaining after the resection and it was necessary to
diminish the size of the thoracic cavity to accommodate
the residual lung.
In addition to his interests in surgery for mycobacterial
disease and empyema.7 Dr Langston is well remembered
for other academic pursuits as well, about which he edited
authoritative textbooks: autologous blood transfusion8-10
and postoperative radiography.11 From 1973 to 1978, Dr
Langston was involved in controversial debates regarding
the relationship between age, air pollution, cigarette smok-
ing, and the development of lung cancer.12,13
Dr Langston was also an accomplished surgical educator.
At the Veterans Hospital, he developed a novel residency
program in thoracic surgery in the late 1950s. His program,
approved by the Residency Review Committee, was
a 2-year program that included a 6-month rotation in cardiac
surgery with Dr John Jones at the University of California at
Los Angeles and 18months of general thoracic surgery with
Dr Langston. Dr George Lindesmith, later president of They c July 2012
FIGURE 1. Hiram T. Langston, MD (courtesy of Northwestern Univer-
sity Archives).
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approved in this program and trained by Dr Langston and Dr
Jones. The training program, under Dr Langston’s direction,
was rigorous and rigid.The thoracotomy was always opened
and closed the same way, the pulmonary artery and veins
were dissected and ligated the same way, the bronchus
was sutured the same way, the segmental resection was pre-
cise and anatomic, and if the transverse process or rib was
seen on an x-ray film after a thoracoplasty, the residents be-
came acutely aware of its significance. Despite the rigor of
the program, his residents were proud of having been
trained by Dr Langston. His residents valued the sound
and basic principles of thoracic surgery, honesty in report-
ing, and always striving for excellence in patient care.
He became professor of surgery and chief of thoracic sur-
gery in 1973 at the University of Illinois Abraham Lincoln
School of Medicine, and he was the chairman of the Depart-
ment of Surgery at St Joseph Hospital from 1977 to 1982.
He rejoined the Northwestern University faculty late in
his career, serving from 1978 until his retirement in 1981,
at which time he received emeritus status. Dr Langston
eventually retired to Savannah, Georgia, where heThe Journal of Thoracic anddeveloped a strong interest in marine biology. Hiram T.
Langston, MD, died on May 20, 1992, in Chicago at the
age of 80.
Dr Langston was a founding member of the Board of
Thoracic Surgery in 1948 and served as chairman of the
Thoracic Surgery Residency Review Committee from
1969 to 1972. Dr Langston was heavily involved in the
AATS: secretary from 1956 to 1961, vice president from
1968 to 1969, and finally president from 1969 to 1970.
He presided over the 50th Annual Meeting of the AATS
in Washington, DC, April 5, 1970. The highlights of the
semicentennial meeting included a report on the first 18 pa-
tients who underwent cardiac transplantation at Stanford,14
the initial description of the Bj€ork-Shiley valve,15 Dr Fava-
laro’s report of the first 401 patients at the Cleveland Clinic
undergoing coronary artery bypass grafting (including the
introduction of the internal mammary artery),16 the first re-
port on the technique of mitral and tricuspid valve repair by
Dr Alain Carpentier,17 the address by the honored speaker,
Dr Leo Eloesser (‘‘Milestones in Chest Surgery’’),18 and Dr
Langston’s presidential address: ‘‘Of Cabbages—and
Kings,’’19 a reference to a passage in Through the Looking
Glass, by Lewis Carroll (1871)20: ‘‘The time has come,’’
the Walrus said, ‘‘To talk of many things: Of shoes—and
ships—and sealing wax, Of cabbages—and kings.’’
This reference alludes to the contemporaneous sense of
despair and pessimism that permeated the profession of
medicine in general in the era of this presidential address:
‘‘Many of these blustery winds that buffet us today are
merely expressions of a society trying to find itself, but
some, I fear, have a much deeper significance and are signs
of illness that can and will destroy us if we do not deal with
them correctly.’’19 A review of this address identifies issues
that threaten thoracic surgery that were pertinent then and
are equally pertinent now. In his clarion call to the AATS,
Dr Langston concluded: ‘‘Efforts at preserving our profes-
sion.cannot be delegated in their entirety to our societies.
I am certain that if we will discipline ourselves to take up
individually the correction of the profession as a whole.If
a sufficient number of us determine [to do so].so that our
efforts can be spread and multiplied, [this] pessimism can
have no basis.’’ As a surgeon, as a teacher, as a leader, Dr
Langston epitomized the ethic of determination, precision,
and high expectations.
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